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Continued from page 11
§483.80(a)(2) Written standards, policies, and 
procedures for the program, which must include, but are
not limited to: 

(i) A system of surveillance designed to identify 
possible communicable diseases or 

infections before they can spread to other persons in 
the facility; 

(ii) When and to whom possible incidents of 
communicable disease or infections should be reported;

(iii) Standard and transmission-based precautions to be
followed to prevent spread of infections; 

(iv)When and how isolation should be used for a 
resident; including but not limited to: 

(A) The type and duration of the isolation, depending 
upon the infectious agent or organism involved, and 

(B) A requirement that the isolation should be the 
least restrictive possible for the resident under the 
circumstances. 

(v) The circumstances under which the facility must 
prohibit employees with a communicable disease or 
infected skin lesions from direct contact with 
residents or their food, if direct contact will 
transmit the disease; and 

(vi)The hand hygiene procedures to be followed by staff
involved in direct resident contact. 

§483.80(a)(4) A system for recording incidents 
identified under the facility's IPCP and the corrective
actions taken by the facility. 

§483.80(e) Linens. 

Personnel must handle, store, process, and transport 
linens so as to prevent the spread of infection. 

§483.80(f) Annual review. 

The facility will conduct an annual review of its IPCP
and update their program, as necessary. 

This REQUIREMENT is NOT MET as evidenced by: 

Continued from page 11
All residents who have orders for Enhanced Barrier 
Precautions, have the potential to be affected by the 
deficient practice. 

What measures will be put in place to ensure that 
deficient practice will not occur for those residents 
affected: 

On 08.04.2025, re-education was initiated by Infection
Control Preventionist to nursing staff, on Enhanced 
Barrier Precautions, with an emphasis on ensuring gowns
are worn when required. 

Monitoring of measures or systemic changes to ensure 
that the deficiencies will not recur: 

The Director of Nursing/designee will conduct audits of
10 residents with Enhanced Barrier Precautions to 
ensure staff are wearing appropriate PPE. 

Audits will be completed x4 weeks then monthly x2 
months. 

Results of audits will be reported to the Administrator
and reviewed at the Monthly Quality Assurance Meeting 
and QAPI quarterly meeting, over the duration of the 
audit process, to ensure compliance and reassessed for
further action. 
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Continued from page 15
Infection or colonization with CDC-targeted MDRO when 
contact precautions do not otherwise apply. 

N.J.A.C. 8:39 – 19.4 (a) 
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S0000 S0000 09/05/2025Initial Comments 

 

The facility is not in compliance with the Standards in
the New Jersey Administrative Code, Chapter 8:39, 
Standards for Licensure of Long Term Care Facilities. 
The facility must submit a plan of correction, 
including a completion date, for each deficiency and 
ensure that the plan is implemented. Failure to correct
deficiencies may result in enforcement action in 
accordance with the Provisions of the New Jersey 
Administrative Code, Title 8, Chapter 43E, Enforcement
of Licensure Regulations 

 

S0560 S0560 09/05/2025Mandatory Access to Care 

CFR(s): 8:39-5.1(a) 

The facility shall comply with applicable Federal, 
State, and local laws, rules, and regulations. 

This LICENSURE REQUIREMENT is NOT MET as evidenced by:

Complaint NJ #'s: 173717, 173842, 177162, and 178504 

Based on interviews, and review of pertinent facility 
documentation, it was determined that the facility 
failed to maintain the required minimum direct care 
staff-to-resident ratios as mandated by the state of 
New Jersey. 

This deficient practice was identified for 55 out of 56
day shifts and 1 of 14 evening shifts reviewed and was
evidenced by the following: 

Reference: New Jersey Department of Health (NJDOH) 
memo, dated 01/28/2021, "Compliance with N.J.S.A. (New
Jersey Statutes Annotated) 30:13-18, new minimum 
staffing requirements for nursing homes," indicated the
New Jersey Governor signed into law P.L. 2020 c 112, 
codified at N.J.S.A. 30:13-18 (the Act), which 
established minimum staffing requirements in nursing 
homes. The following ratio(s) were effective on 
02/01/2021: 

The facility failed to supply sufficient number of 
Nursing staff in accordance with CFR (s): 8:39-5.1 (a).

Immediate corrective action for those residents 
affected by deficient practice: 

The facility continues to actively fill all open 
Certified Nursing Assistant (CNA) shifts to comply with
New Jersey State mandated ratios. Minimum staffing 
requirements were reviewed with the Human Resources 
Director and Staffing Coordinator, who were both able 
to reiterate minimum staffing requirement for nursing 
homes. 

Identify those individuals who could be affected by the
deficient practice: 

All residents have the potential to be affected by the
deficient practice. 

Measures put in place to ensure the deficient practice
will not occur for those residents affected: 

The facility will continue to focus on recruitment and
retention strategies as follows; Identify vacant 
positions daily and attempt to fill positions with 

Office of Primary Care and Health Systems Management
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One Certified Nurse Aide (CNA) to every eight residents
for the day shift. 

One direct care staff member to every 10 residents for
the evening shift, provided that no fewer than half of
all staff members shall be CNAs, and each direct staff
member shall be signed in to work as a CNA and shall 
perform nurse aide duties: and 

One direct care staff member to every 14 residents for
the night shift, provided that each direct care staff 
member shall sign in to work as a CNA and perform CNA 
duties. 

1. For the 2 weeks of Complaint staffing from 
05/12/2024 to 05/25/2024, the facility was deficient in
CNA staffing for residents on 14 of 14 day shift as 
follows: 

-05/12/24 had 16 CNAs for 235 residents on the day 
shift, required at least 29 CNAs. 

-05/13/24 had 17 CNAs for 235 residents on the day 
shift, required at least 29 CNAs. 

-05/14/24 had 27 CNAs for 235 residents on the day 
shift, required at least 29 CNAs. 

-05/15/24 had 27 CNAs for 235 residents on the day 
shift, required at least 29 CNAs. 

-05/16/24 had 26 CNAs for 237 residents on the day 
shift, required at least 30 CNAs. 

-05/17/24 had 24 CNAs for 232 residents on the day 
shift, required at least 29 CNAs. 

-05/18/25 had 24 CNAs for 230 residents on the day 
shift, required at least 29 CNAs. 

-05/19/24 had 22 CNAs for 229 residents on the day 
shift, required at least 29 CNAs. 

-05/20/24 had 15 CNAs for 229 residents on the day 
shift, required at least 29 CNAs. 

-05/21/24 had 26 CNAs for 229 residents on the day 
shift, required at least 29 CNAs. 

Continued from page 1
current CNA staff or agency personnel. 

The Administrator and Director of Nursing will work 
diligently with Corporate Recruiters to advertise, 
recruit and hire sufficient CNA staff. 

Administrator to continue to work with Human Resources
Director and Staffing Coordinator, to offer shift 
bonuses and flexible schedules. 

Administrator and Human Resources Director will 
continue to focus on recruitment and employer 
sponsorship of qualified candidates for enrollment in a
Certified Nursing Assistant Training and Competency 
Program. 

Administrator and Human Resources Director will 
continue to develop and employee retention program, 
designed to engage employees, promote a positive work 
environment and enhance job satisfaction. 

Administrator will educate the Staffing Coordinator on
the process to project staffing needs based on facility
census fluctuations, to meet mandated ratios. 

Monitoring of measures or systemic changes to ensure 
that the deficiencies will not recur: 

Administrator/designee to audit effectiveness of hiring
strategies to include open CNA and Licensed Nurse 
positions vs. new hires, reporting on successful 
strategies-to-hire, based on percentages and turnover 
rates. 

The duration of all audits will consist of completion 
1xweekly x4 weeks, then continue 1x weekly x2 months. 

All findings will be brought to the Administrator and 
reviewed in Quality Assurance Meeting monthly for 
recommendations. 

Results of audits will be reported to the Administrator
and reviewed at the Monthly Quality Assurance 
Performance Improvement Meeting and Quarterly QAPI 
meetings. 
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S0560 S0560Continued from page 2

-05/22/24 had 25 CNAs for 229 residents on the day 
shift, required at least 29 CNAs. 

-05/23/24 had 27 CNAs for 229 residents on the day 
shift, required at least 29 CNAs. 

-05/24/24 had 22 CNAs for 228 residents on the day 
shift, required at least 28 CNAs. 

-05/25/24 had 20 CNAs for 227 residents on the day 
shift, required at least 28 CNAs. 

2. For the 2 weeks of Complaint staffing from 
09/08/2024 to 09/21/2024, the facility was deficient in
CNA staffing for residents on 13 of 14 day shifts as 
follows: 

-09/08/24 had 21 CNAs for 217 residents on the day 
shift, required at least 27 CNAs. 

-09/09/24 had 18 CNAs for 217 residents on the day 
shift, required at least 27 CNAs. 

-09/10/24 had 22 CNAs for 217 residents on the day 
shift, required at least 27 CNAs. 

-09/11/24 had 23 CNAs for 217 residents on the day 
shift, required at least 27 CNAs. 

-09/12/24 had 24 CNAs for 220 residents on the day 
shift, required at least 27 CNAs. 

-09/13/24 had 24 CNAs for 220 residents on the day 
shift, required at least 27 CNAs. 

-09/14/24 had 18 CNAs for 220 residents on the day 
shift, required at least 27 CNAs. 

-09/15/24 had 14 CNAs for 220 residents on the day 
shift, required at least 27 CNAs. 

-09/16/24 had 16 CNAs for 220 residents on the day 
shift, required at least 27 CNAs. 

-09/17/24 had 25 CNAs for 220 residents on the day 
shift, required at least 27 CNAs. 

-09/18/24 had 24 CNAs for 220 residents on the day 
shift, required at least 27 CNAs. 

STATE FORM Event ID: 1D10AE-H1 Facility ID: NJ60413 If continuation sheet Page 3 of 8



PRINTED: 12/01/2025

New Jersey State Department of Health

FORM APPROVED

STATEMENT OF DEFICIENCIES
 AND PLAN OF CORRECTIONS

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:
060413

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY COMPLETED

08/05/2025

NAME OF PROVIDER OR SUPPLIER

COMPLETE CARE AT KRESSON VIEW, LLC

STREET ADDRESS, CITY, STATE, ZIP CODE

2601 EVESHAM ROAD , VOORHEES, New Jersey, 08043

(X4) ID 
PREFIX 

TAG

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID 
PREFIX 

TAG

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE

 CROSS-REFERENCED TO THE
 APPROPRIATE DEFICIENCY)

(X5) 
COMPLETION

 DATE

S0560 S0560Continued from page 3
-09/19/24 had 25 CNAs for 220 residents on the day 
shift, required at least 27 CNAs. 

-09/20/24 had 23 CNAs for 217 residents on the day 
shift, required at least 27 CNAs. 

3. For the 2 weeks of Complaint staffing from 
10/06/2024 to 10/19/2024, the facility was deficient in
CNA staffing for residents on 14 of 14 day shifts as 
follows: 

-10/06/24 had 13 CNAs for 219 residents on the day 
shift, required at least 27 CNAs. 

-10/07/24 had 16 CNAs for 219 residents on the day 
shift, required at least 27 CNAs. 

-10/08/24 had 16 CNAs for 219 residents on the day 
shift, required at least 27 CNAs. 

-10/09/24 had 25 CNAs for 219 residents on the day 
shift, required at least 27 CNAs. 

-10/10/24 had 26 CNAs for 218 residents on the day 
shift, required at least 27 CNAs. 

-10/11/24 had 24 CNAs for 217 residents on the day 
shift, required at least 27 CNAs. 

-10/12/24 had 16 CNAs for 217 residents on the day 
shift, required at least 27 CNAs. 

-10/13/24 had 15 CNAs for 216 residents on the day 
shift, required at least 27 CNAs. 

-10/14/24 had 16 CNAs for 215 residents on the day 
shift, required at least 27 CNAs. 

-10/15/24 had 25 CNAs for 213 residents on the day 
shift, required at least 27 CNAs. 

-10/16/24 had 23 CNAs for 213 residents on the day 
shift, required at least 27 CNAs. 

-10/17/24 had 23 CNAs for 213 residents on the day 
shift, required at least 27 CNAs. 

-10/18/24 had 24 CNAs for 213 residents on the day 
shift, required at least 27 CNAs. 

-10/19/24 had 25 CNAs for 213 residents on the day 
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S0560 S0560Continued from page 4
shift, required at least 27 CNAs. 

4. For the 2 weeks of staffing prior to survey from 
07/13/2025 to 07/26/2025, the facility was deficient in
CNA staffing for residents on 14 of 14 day shifts and 
deficient in total staff for residents on 1 of 14 
evening shifts as follows: 

-07/13/25 had 16 CNAs for 202 residents on the day 
shift, required at least 25 CNAs. 

-07/14/25 had 16 CNAs for 202 residents on the day 
shift, required at least 25 CNAs. 

-07/15/25 had 17 CNAs for 201 residents on the day 
shift, required at least 25 CNAs. 

-07/16/25 had 21 CNAs for 201 residents on the day 
shift, required at least 25 CNAs. 

-07/17/25 had 16 CNAs for 200 residents on the day 
shift, required at least 25 CNAs. 

-07/18/25 had 16 CNAs for 200 residents on the day 
shift, required at least 25 CNAs. 

-07/19/25 had 18 CNAs for 200 residents on the day 
shift, required at least 25 CNAs. 

-07/20/25 had 18 CNAs for 200 residents on the day 
shift, required at least 25 CNAs. 

-07/21/25 had 18 CNAs for 200 residents on the day 
shift, required at least 25 CNAs. 

-07/22/25 had 20 CNAs for 201 residents on the day 
shift, required at least 25 CNAs. 

-07/23/25 had 20 CNAs for 201 residents on the day 
shift, required at least 25 CNAs. 

-07/24/25 had 18 CNAs for 201 residents on the day 
shift, required at least 25 CNAs. 

-07/25/25 had 21 CNAs for 206 residents on the day 
shift, required at least 26 CNAs. 

-07/26/25 had 18 CNAs for 206 residents on the day 
shift, required at least 26 CNAs. 

-07/26/25 had 20 total staff for 206 residents on the 
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evening shift, required at least 21 total staff. 

On 7/29/2025 at 10:20 AM, during the entrance 
conference the Licensed Nursing Home Administrator 
(LNHA) stated in the presence of the Director of 
Nursing (DON) and the surveyor that the facility 
utilized agency staff and that she felt staffing was 
fine. 

On 8/1/2025 at 9:38 AM, the surveyor interviewed the 
DON who stated that the facility met the staffing 
requirements and built their schedules based on what 
was needed to care for residents. She stated that the 
staffing levels were determined by using the resident 
acuity and the Department of Health guidelines. She 
further stated that the levels were reassessed daily 
and every shift, especially on the first floor. The DON
stated when the resident census increased, the facility
brought in additional staff to keep up with the demand.
She explained in the event of call-outs or unexpected 
shortages, the facility used agency staff, offered 
bonuses to current staff to pick up shifts, and had 
management step in when necessary. The facility also 
partnered with a certified nursing assistant (CNA) 
program to help current staff become certified, which 
supported growing their own team of CNAs. 

A review of the facility’s “Nursing Services and 
Sufficient Staff” policy dated revised 3/6/25, 
included, 1. The facility will supply services by 
sufficient numbers of each of the following personnel 
types on a 24-hour basis to provide nursing care to all
residents in accordance with resident care plans. 

S1680 S1680 09/05/2025Mandatory Nurse Staffing 

CFR(s): 8:39-25.2(b)(1)&(2) 

(b) The facility shall provide nursing services by 
registered professional nurses, licensed practical 
nurses, and nurse aides (the hours of the director of 
nursing are not included in this computation, except 
for the direct care hours of the director of nursing in
facilities where the director of nursing provides more
than the minimum hours required at N.J.A.C. 
8:39-25.1(a)) on the basis of: 

1. Total number of residents multiplied by 2.5 
hours/day; plus 

The facility failed to supply sufficient number of 
Nursing staff in accordance with CFR (s): 8:39-25.2 (b)
(1) & (2). 

Immediate corrective action for those residents 
affected by deficient practice: 

The facility continues to actively fill all open 
Licensed Nurses and Certified Nursing Assistant (CNA) 
shifts to comply with New Jersey State mandated ratios.
Minimum staffing requirements were reviewed with the 
Human Resources Director and Staffing Coordinator, who
were both able to reiterate minimum staffing 
requirement for nursing homes. 
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S1680 S1680Continued from page 6

2. Total number of residents receiving each service 
listed below, multiplied by the corresponding number of
hours per day: 

Wound care 0.75 hour/day 

Nasogastric tube feedings and/or gastrostomy 1.00 
hour/day 

Oxygen therapy 0.75 hour/day 

Tracheostomy 1.25 hours/day 

Intravenous therapy 1.50 hours/day 

Use of respirator 1.25 hours/day 

Head trauma stimulation/advanced 
neuromuscular/orthopedic care 1.50 hours/day 

This LICENSURE REQUIREMENT is NOT MET as evidenced by:

Based on review of the Nursing Staffing Reports for the
two weeks prior to survey from 7/13/2025 to 7/26/2025,
the facility was deficient in total staffing on 1 of 14
days. 

The required staffing hours and actual staffing hours 
are as follows: 

For the week of 07/20/25 

Required staffing hours: 555.75 

-07/26/25 had 536 actual staffing hours, for a 
difference of -19.75 hours. 

On 7/29/2025 at 10:20 AM, during the entrance 
conference the Licensed Nursing Home Administrator 
(LNHA) stated in the presence of the Director of 
Nursing (DON) and the surveyor that the facility 
utilized agency staff and that she felt staffing was 
fine. 

Continued from page 6

Identify those individuals who could be affected by the
deficient practice: 

All residents have the potential to be affected by the
deficient practice. 

Measures put in place to ensure the deficient practice
will not occur for those residents affected: 

The facility will continue to focus on recruitment and
retention strategies as follows; Identify vacant 
positions daily and attempt to fill positions with 
current CNA/Licensed Nurses staff or agency personnel.

The Administrator and Director of Nursing will work 
diligently with Corporate Recruiters to advertise, 
recruit and hire sufficient Licensed Nurses/CNA staff.

Administrator to continue to work with Human Resources
Director and Staffing Coordinator, to offer shift 
bonuses and flexible schedules. 

Administrator and Human Resources Director will 
continue to focus on recruitment and employer 
sponsorship of qualified candidates for enrollment in a
Certified Nursing Assistant Training and Competency 
Program. 

Administrator and Human Resources Director will 
continue to develop and employee retention program, 
designed to engage employees, promote a positive work 
environment and enhance job satisfaction. 

Administrator will educate the Staffing Coordinator on
the process to project staffing needs based on facility
census fluctuations, to meet mandated ratios. 

Monitoring of measures or systemic changes to ensure 
that the deficiencies will not recur: 

Administrator/designee to audit effectiveness of hiring
strategies to include open CNA and Licensed Nurse 
positions vs. new hires, reporting on successful 
strategies-to-hire, based on percentages and turnover 
rates. 

The duration of all audits will consist of completion 
1xweekly x4 weeks, then continue 1x weekly x2 months. 
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On 8/1/2025 at 9:38 AM, the surveyor interviewed the 
DON who stated that the facility met the staffing 
requirements and built their schedules based on what 
was needed to care for residents. The DON stated when 
the resident census increased, the facility brought in
additional staff to keep up with the demand. 

A review of the facility’s “Nursing Services and 
Sufficient Staff” policy dated revised 3/6/25, 
included, 1. The facility will supply services by 
sufficient numbers of each of the following personnel 
types on a 24-hour basis to provide nursing care to all
residents in accordance with resident care plans. 

Continued from page 7

All findings will be brought to the Administrator and 
reviewed in Quality Assurance Meeting monthly for 
recommendations. 

Results of audits will be reported to the Administrator
and reviewed at the Monthly Quality Assurance 
Performance Improvement Meeting and Quarterly QAPI 
meetings. 
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An offsite/ desk review of the facilities POC was 
conducted on 9/9/25 in relation to the 8/5/25 
recertification survey. The facility was found to be in
compliance 42 CFR Part 483, requirements for LTC 
facilities. 
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An offsite/ desk review of the facilities POC was 
conducted on 9/9/25 in relation to the 8/5/25 
recertification survey. The facility was found to be in
compliance 42 CFR Part 483, requirements for LTC 
facilities. 

 

Office of Primary Care and Health Systems Management
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A Life Safety Code Survey was conducted by the New 
Jersey Department of Health (NJDOH), Health Facility 
Survey and Field Operations from 07/29/2025 to 
07/31/2025. Complete Care at Kresson View was found to
be in NON-COMPLIANCE with requirements for 
participation in Medicare/Medicaid at 42 CFR 483.90 (A)
Life Safety from fire and the 2012 edition of the 
National Fire Protection Association (NFPA) 101 Life 
Safety Code (LSC), Chapter 19 EXISTING Health Care 
Occupancies. 

Complete Care at Kresson View is a four-story building
that was built in 1963 and 1986. The 1963 addition has
a partial basement that is unoccupied and is separated
from the nursing home with a two-hour separation. The 
1986 addition is of Type II (222) construction and is 
fully sprinklered with battery-operated smoke detection
in resident rooms and has hard-wired smoke detection in
corridors and spaces open to the corridor. The original
1963 portion of the building is Type V construction 
with rafters and wood frame, masonry exterior. The 
diesel generator carries approximately 40% of the 
building load according to the Maintenance Director. 

The fire system is Township pressure. The 1963 portion
is serviced by a dry sprinkler system. The 1986 
addition is serviced by a wet system with the exception
of the exterior sprinklers under the drop -off area at
the front door and rear patio area. 

 

K0281 K0281

SS = F

09/05/2025Illumination of Means of Egress 

CFR(s): NFPA 101 

Illumination of Means of Egress 

Illumination of means of egress, including exit 
discharge, is arranged in accordance with 7.8 and shall
be either continuously in operation or capable of 
automatic operation without manual intervention. 

18.2.8, 19.2.8 

This STANDARD is NOT MET as evidenced by: 

The facility failed to ensure that illumination of 
egress was provided at exits, exit doors and exit 
discharges, in accordance with NFPA 101:2012 Edition, 
Sections 7.8.1.4 and 19.2.8 

Immediate corrective action for residents affected by 
this deficient practice: 

Director of Maintenance ordered 2 dual LED light 
fixtures and installed on 08.05.2025 

Identify those individuals who could be affected by 
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An Emergency Preparedness Survey was conducted by the 
New Jersey Department of Health (NJDOH), Health 
Facility Survey and Field Operations on 7/29/2025, 
7/30/2025 and 7/31/2025. The facility was found to be 
in compliance with Medicare/Medicaid at 42 CFR, Subpart
483.73, Emergency Preparedness. 
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An offsite/desk review of the facility's Plan of 
Correction was conducted on 11/10/2025 in relation to 
the 8/5/2025 Life Safety Code survey. The facility was
found to be in compliance with the requirements for 
participation in Medicare/Medicaid at 42 CFR 483.90(a),
Life Safety from Fire, and the 2012 Edition of the 
National Fire Protection Association (NFPA) 101, Life 
Safety Code (LSC), Chapter 19 EXISTING Health Care 
Occupancy. 
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